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Update Alert 5: Masks for Prevention of Respiratory Virus 
Infections, Including SARS-CoV-2, in Health Care and 
Community Settings 


This is the fifth update alert for a living rapid review on the 
use of masks for prevention of respiratory virus infections, includ- 
ing SARS-CoV-2, in health care and community settings (1). The 
first 3 updates were monthly, and the interval was switched to 
bimonthly for subsequent updates. Update searches were done 
from 3 December 2020 to 2 February 2021, using the same 
search strategies as the original review. The update searches 
identified 613 citations. Two studies (2, 3) on the use of masks 
and the prevention of SARS-CoV-2 were added for this update: 1 
study (2) was done in a community setting, and the other (3) was 
done in a health care setting (Supplement Tables 1 to 3). 

On the basis of evidence from 1 randomized controlled 
trial (4) and 2 observational studies (5, 6), the strength of evi- 
dence for mask use versus nonuse for the prevention of SARS- 
CoV-2 in community settings was previously assessed as low for 
a small reduction in risk for infection with any mask use 
(Supplement Table 4). One new cross-sectional study done in 
Vermont reported an imprecise estimate for the association 
between wearing a mask (type unspecified) outside of a work 
environment or not wearing a mask and SARS-CoV-2 infection 
risk (odds ratio, 2.35 [95% CI, 0.67 to 8.25]) (Supplement Table 
3) (2). Mask use was not included in multivariable models; in 
addition, the study had methodological limitations, including 
potential selection and recall bias and low participation and 
SARS-CoV-2 testing rates among eligible participants. Therefore, 
the strength of evidence for any mask use versus nonuse in 
community settings remains low (Supplement Table 4). Other 
strength-of-evidence ratings related to mask use in community 
settings were unchanged because of no new evidence. 

The evidence on various comparisons of mask use in health 
care settings and risk for SARS-CoV-2 infection was previously 
assessed as insufficient on the basis of 5 observational studies 
with methodological limitations (Supplement Table 4) (7-11). One 
new study done in 500 U.S. hospital workers in a high-prevalence 
area (SARS-CoV-2 seropositivity, 27%) was added for this update 
(3). In this study, only 2 hospital workers reported no mask use. 
Although the study evaluated N95 use only, surgical mask use 
only, or N95 and surgical mask use, analyses were of limited 
usefulness because the comparison group was any other mask 
use, including other types of masks or nonuse (for example, N95 
only was compared with the combination of surgical mask only, 
N95 and surgical mask, or no mask use). In addition, estimates 
were imprecise, except for N95 and surgical mask use (odds ratio, 
0.63 [CI, 0.41 to 1.0]). The comparison of N95 only versus surgical 
mask only favored the N95, but the difference was not statistically 
significant (odds ratio, 0.60 [Cl, 0.31 to 1.15]). The study had meth- 
odological limitations, including no adjustment for confounders 
and potential recall and selection bias. On the basis of these limi- 
tations and because of inconsistent results across studies, evi- 
dence for N95 versus surgical mask use and other comparisons 
involving mask use and risk for SARS-CoV-2 infection in health 
care settings remains insufficient (Supplement Table 4). 

No new studies evaluated the effects of mask use and risk 
for SARS-CoV-1 infection, Middle East respiratory syndrome- 
CoV infection, or influenza or influenza-like illness. As with prior 
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updates, there were no new studies on the effectiveness and 
safety of mask reuse or extended use. 
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